The osteolytic lesions are initially in the cortex (Fig. 13 ) but sometimes they expand to occupy the entire cross-section ofa tubular bone, which then has a loculated appearance (Figs 2, 3 and 4). Peripherally the lesion is circumscribed by a very thin shell of bone, or by the periosteum alone. In the latter case it may appear as a subperiosteal excavation (Figs 6, 16, 17, 20, 21, 22, 23) . On its medullary side the lesion has a well-defined sclerotic border, which encroaches on the medullary canal (Fig. 13) .
The location is usually metaphysial (Figs 16, 17, 20, 21 , 22, 23) , but may extend, sometimes extensively, into the diaphysis (Figs 2, 3, 4, 7, 8, 1 1, 12) . When the nonossifying fibromata are bilateral, the radiographic features tend to be fairly symmetrical in both limbs (Figs  1 1, 12, 16, 17, 22, 23) . The frequent involvement of the diaphyses and pelvis (Fig. 5) is not a feature of the ordinary single non-ossifying fibroma.
In the humerus the lesions extend from the proximal metaphysis to the distal third ofthe diaphysis (Figs 2, 7, 1 1, 12, 13). In only one lesion in the proximal ulna was the epiphysis involved (Figs 2, 3, 4) (Fig. 5) , and in the lower femur and upper tibia (Fig. 6 ). In the humerus the lesion extends from the proximal metaphysis to the distal third of the diaphysis (Fig. 7) . The distal right radius is also involved (Fig. 8) .
new clinical disorder has developed. 
